Editorial: Prevention&mdash;The Hallmark of Quality
Prevention is preferable to treatment. It is difficult-probably impossible-to find an exception to that rule. The shaman uses rituals, potions, and spells to ward off illness. No student of epidemiology fails to learn the impact of John Snow's interruption of the cholera epidemic by removing the handle of the Broad Street pump. A roster of names such as Pasteur, Lister, Koch, Salk, or Sabin underscores the significance we attach to finding ways to interrupt, &dquo;up front,&dquo; diseaseor disability-producing chains of events or processes. One can assume with confidence universal consensus about this principle.
The discovery and announcement of a specific method of prevention of an infectious disease has often been dramatic. Imagine the reaction to the news that a vaccine effective against HIV disease had been perfected. Prevention is truly the hallmark of quality. But as we search for ways to interrupt the processes leading to chronic diseases, two realities typically confront and confound us. The first is that these conditions appear to be associated with multiple causal factors; therefore prevention requires interruption of events on several fronts, frequently simultaneously. Second, a specific method of intervention with great preventive potential may fall well outside traditional clinical approaches. The difficulty in changing smoking or dietary behaviors is self-evident. We long for a Broad Street pump handle that, if removed, could interrupt the epidemics of lung cancer and coronary artery disease.
These recurring characteristics affecting the pursuit of quality care for patients with chronic diseases have also dramatically affected the costs of care. The nation's health care bill needs no re-emphasis here. But the commonality of prevention to both quality and costs does. And a new opportunity to link prevention to quality and to costs can be found in hospitals' rapidly increasing interest and efforts in total quality management (TQM).
TQM principles frequently describe the production of a service or product as including three basic steps: inputs, processes to inputs, and outputs that result from the first two steps. Quality improvement is said to result from applying prevention to that model. However, as a TQM consultant recently observed &dquo;all prevention is not equal-in terms of its costs.&dquo; He stated the &dquo;rule of tens&dquo; in this way. Assume one is able to correct an error, and prevent its recurrence at the output step for $1,000. If, instead, the cause can be identified and corrected at the process step, the cost will be $100. Better yet, if a change can be made at input, the cost will be $10. Assuming the validity of this rule, the opportunity to prevent error (i.e., improve quality) and reduce cost simultaneously becomes readily apparent.
Traditionally, from a prevention perspective, our quality assurance efforts have focused on the output step (outcomes) through inspection, retrospectively, of care already given. The objective, of course, is to prevent future undesirable outcomes, certainly not an unworthy goal. Risk management tends to focus on the processes of care to prevent adverse outcomes, for example, safe patient transport, safe equipment, or medication protocols. It is the &dquo;input&dquo; step that often confounds our understanding and application of this threestep model. We appropriately insist that patients are not raw materials to be &dquo;put in&dquo; to the processes of care. Each is unique, and variation among individual patients appears totally random. Achieving prevention at the input step seems theoretical at best. While it may be unacceptable to think of prevention through reducing variation in individual patients, reducing it in groups of patients-hypertensives, diabetics, or cancer patients, for example-can be comprehended. In fact, it is a great part of what our efforts in preventive medicine have long been about.
There is a great and immediate opportunity for all of us who seek the benefits of continually improved quality. It is to understand and act upon the converging of prevention principles, methodologies, and tools now available to us. Those resources can come from the TQM experience of other service industries; from good epidemiological practice; from exploiting the wealth of data and databases; and from the collective wealth of clinical knowledge, skills, and experience. When they come together, we can anticipate a vivid demonstration that prevention is indeed the hallmark of quality-and controlling costs as well.
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